Herein we present a case of 48 year-old with pericardial fat pad and coronary artery disease.
Case Presentation
A 48 years old female obese patient non smoker, non diabetic, non hypertensive and no other coronary artery disease risk factors, she had cardiac angiography 2 years ago for chest pain revealed normal coronary arteries. She presented to the outpatient clinic with recurrent angina increasing for the last 2 months, so performed nuclear stress test which showed mild anteroseptal ischemia ( Figure 1 ) and was kept on anti ischemic treatment. She continued to have recurrent chest pain so was admitted 7 months later for coronary angiogram and possible coronary intervention.
Vital signs: Blood pressure 111/64 mmHg, pulse rate 75 beat/minute, height 160 cm, weight 109 kg (BMI 38.5).
Cardio vascular system: normal S1S2 no added sound and no mummer, Chest: good air entry bilaterally with no added sound, Abdomen: soft, lax, lower extremities: lipodema.
Laboratory investigations showed normal complete blood cell count & renal function and lipid profile test. Initial high sensitivity C-Reactive Protein (hs-CRP) was elevated 9.9 mg/ml (normal <5) and in follow up normalized 4.0 mg/l. Electrocardiography showed normal sinus rhythm and heart rate 67 beat/minute and nonspecific anterior ST-T changes. Our case report supports this association as our obese patient with recurrent chest pain who developed significant LAD artery disease over 2 years period and she underwent coronary angioplasty and stents implantation, and after investigations was found to have very thick pericardial fat as shown on the chest x ray, echocardiogram and chest CT scan.
Other ways to measure pericardial and visceral fat include; waist-hip ratio, BMI, Dexa scan of visceral fat, and MRI of visceral fat need to be compared in a large study to determine the best modality for CAD risk stratification in obese patients [6] .
Conclusion
Epicardial adipose tissue is a source of several inflammatory mediators in high-risk cardiac patients. We believe that the thickness of this layer could correlate with the coronary artery disease and can be used for risk stratification.
